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Dr. Adam Aréchiga, Chairperson 
 
As the human race continues to defy chronological aging in due part to medical 
advancements, an overarching goal for the older adult population and researchers is to 
determine how to promote aging well. Cognitive functioning is a heavily researched area 
due to the exponentially increasing number of older adults experiencing cognitive 
decline. Preservation of cognitive functioning is one aspect of aging well. Three domains 
of cognition that have shown to be particularly sensitive to the effects of aging are 
memory, executive functioning, and processing speed. The aims of this current study are: 
(i) to provide supporting evidence for research that has shown a significant relationship 
between mental and physical health and cognitive functioning, (ii) to provide preliminary 
evidence that shows a relationship between mental and physical health and life purpose, 
and (iii) to examine the relationship between life purpose and cognitive functioning. 
Participants were 220 community-dwelling healthy older adults. Results showed that life 
purpose moderates the relationship between mental health and cognitive functioning, 
such that those who endorsed more mental health issues performed better on tasks of 
processing speed when they endorsed a higher sense of life purpose versus those who 
endorsed more mental health issues and a lower sense of life purpose (p < .05). There 
 xii 
were no other significant predictors for memory, executive functioning, or processing 
speed. Future research should continue to evaluate the value life purpose has on cognitive 
functioning and aging well, along with what other factors predict preservation of 
cognitive functioning in order to promote living well in late life.
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CHAPTER ONE 
INTRODUCTION 
Exploration of a Healthy Aging Profile: Factors that Predict Preservation of 
Cognitive Functioning in Older Adults 
Healthy aging can be defined in multiple ways. As the human race continues to 
defy chronological aging in due part to medical advancements (Olshansky, Beard, and 
Börsch-Supan, 2012), the side effects of aging also continue to increase. An overarching 
goal for the older adult population and researchers is to determine how to promote aging 
well. Preservation of cognitive functioning is one aspect of aging well. Cognitive 
functioning is a heavily researched area due to the exponentially increasing number of 
older adults experiencing cognitive decline in some facet (age-related cognitive decline, 
ARCD; pre-clinical dementia; mild cognitive impairment, MCI; dementia; Alzheimer’s 
Disease, AD). Functional and cognitive declines in aging are normal, and it is often 
difficult to fully distinguish between preclinical dementia and normal declines due to 
aging (Atkinson, and Berish, 2003; Hänninen, et al., 1996; Salthouse; Smith, 2016). 
Although ARCD does not always lead to dementia, researchers have shown that early 
cognitive decline places one at a significant higher risk for developing dementia (Ferri et 
al., 2005; Smith, 2016).  
AD is one type of dementia that continues to grow in the amount of research 
devoted to better understanding the risk factors, development, prevention, and treatment 
(Alzheimer’s Association, 2015). There is an estimated 5 million individuals who have 
AD in America (Smith, 2016). Hebert, Weuve, Scherr, and Evans (2013) stated that those 
affected by AD will likely triple by 2050 (Division of Population Health, National Center 
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for Chronic Disease Prevention and Health Promotion, 2015). Being over 65 years old 
automatically places one at a greater risk for developing AD (Alzheimer’s Association, 
2015), and up to 25%-50% of individuals will have developed, or will have shown signs 
of, AD by age 85 years (Hebert, Scherr, Bienias, Bennett, and Evans, 2003). Heron 
(2012) reported on the leading causes of death in 2009 and AD was seen to decrease by 
4.2%, overall, which potentially revealed promising advancements in decreasing its 
prevalence. Unfortunately, rates continue to increase, which is why researchers continue 
to study the underlying mechanisms between aging and cognitive decline. While it is 
important to further identify factors that lead to cognitive decline, and overall decline in 
functioning due to aging, it is equally important to assess factors that can buffer against 
early declines.  
Researchers tend to operationalize successful aging as being free from physical 
and mental illness/disability, maintenance of cognitive functioning, and or ability to stay 
physically active (Atkinson et al, 2007; Balboa-Castillo, León-Muñoz, Graciana, 
Rodríguez-Artalejo, and Gullar-Castillón, 2011; Barnes, Yaffe, Satariano, and Tager, 
2003; Baumgart et al., 2015; Buchman et al., 2012; Cotman and Berchtold, 2002; 
Daviglus et al., 2010; Ferreira, Owen, Mohan, Corbett, and Ballard, 2015; Scherder et al., 
2010). Reichstady, Sengupta, Depp, Palinkas, and Jeste (2010) conducted a qualitative 
study that assessed how older adults operationalized successful aging and answered an 
important question was answered: what do those, who are currently experiencing old age, 
have to say about “successful aging?” These researchers found that, for these older 
adults, self-acceptance and self-contentedness were the two major themes that were 
associated with “successful aging.” These themes encompass ideas, such as, having a 
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sense of life purpose, connectedness with oneself and their environment, having a sense 
of life satisfaction, and being content with who one’s life direction. There is not a lot of 
research that has investigated the influence of these themes on aging, cognitive decline, 
or cognitive preservation. There are some researchers who have assessed these themes in 
terms of life meaning/purpose and how this influences mortality in aging (Boyle, 
Buchman, Barnes, and Bennett, 2010; Reichstady, Sengupta, Depp, Palinkas, and Jeste, 
2010; Krause, 2009), but it would be meaningful to investigate how this construct plays a 
role in aging, and possibly cognitive functioning in late life.   
As cognitive preservation is the outcome variable of interest in this study, it is 
important to assess constructs that have been shown to reliably predict, or have 
association with, cognitive decline and functioning across the lifespan. Physical health 
and mental health functioning are two of these constructs. Researchers have consistently 
shown that maintenance of better physical health is associated with better cognitive 
functioning (Buchman et al., 2012; Erickson, Gildengers, and Butters, 2013; Scherder et 
al., 2010). They have also shown support for significant mental health issues negatively 
influencing cognitive functioning, and vice versa (Geeerlings et al., 2000; Jorm, 2000; 
Steffens et al., 2006). How then do researchers interested in the promotion of aging well 
integrate established research on the influence of physical health and mental health on 
cognitive functioning and the hypothesis that aging well can be defined by having a sense 
of life purpose? McKnight and Kashdan (2009) described the importance of fitting life 
purpose into a coherent model on what it means to sustain health and well-being. They 
described life purpose as, “a cognitive process that defines life goals and provides 
personal meaning…that may help explain disparate empirical social science findings” (p. 
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242).  Again, while there is more research devoted to assessment of how optimization of 
mental health and physical health functioning predicts a decreased likelihood of cognitive 
decline and impairment later in life, it would be meaningful to also assess how life 
purpose later in life contributes to this growing body of research, as researchers have 
shown its important role in aging well for older adults. Before doing so, it is important to 
reiterate the relationships between the variables of interest (cognitive functioning, mental 
health, physical health, and life purpose).  
 
Age and Cognitive Functioning 
 
 Three domains of cognition that have shown to be particularly sensitive to the 
effects of aging are memory, executive functioning, and processing speed. There are 
various forms of memory, such as, working memory, short-term memory, and long-term 
memory. Various brain regions work together to ensure proper memory functioning 
including the hippocampus, amygdala, cingulate gyrus, thalamus, hypothalamus, 
epithalamus, and mammillary body. All of these regions make up the limbic system, 
which is in the medial temporal lobe of the brain (Erickson, Gildengers, and Butters, 
2013; Mastin, 2010). Executive functioning encompasses multiple processes such as 
regulatory control, working memory, reasoning, problem solving, and planning 
(Salthouse, Atkinson, and Berish, 2003). It is typically associated with the prefrontal 
cortex (PFC) in the frontal lobe region of the brain (Stuss and Alexander, 2000). 
Cognitive processing speed is a term used to describe how efficiently one is able to 
examine and complete a simple cognitive task (Deary, Johnson, and Starr, 2010). 
Salthouse (1996) theorized that processing speed is the underlying, and entirely separate, 
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domain of cognitive functioning that experiences initial decline, which therefore 
adversely influences other cognitive domains such as executive functioning and memory. 
Processing speed has been shown to be associated with white matter of the left middle 
frontal gyrus, bilateral parietal lobes, and bilateral temporal lobes. White matter fiber 
tracts have been hypothesized to play an integral role in the transmission of information 
and control signaling, which are necessary for efficiency in overall cognitive performance 
tasks (Turken et al., 2008). While many research studies have assessed the relationship 
between specific types of variables (e.g., physiological, structural, social, environmental, 
psychological) and cognition, it is important to understand a person wholly and how an 
individual’s different domains contribute to healthy aging and cognitive preservation.  
 
The Role of Mental Health 
 The construct of mental health encompasses a variety of factors. Psychological 
pathology is one aspect of poor mental health that has been continuously been linked to 
acute and chronic cognitive decline and impairment in the literature (Geerlings et al., 
2000; Jorm, 2000; Starkstein, Mayberg, Leiguarda, Preziosi, and Robinson, 1992; 
Steffems et al., 2006; Wilson et al., 2002). Psychological pathology can be described as 
having symptoms that met criteria for any of the Diagnostic Statistical Manual, Fifth 
Edition (2013) disorders. Mental health has also been interchangeably described as well-
being, quality of life, and general happiness. These terms pertaining to mental health are 
operationalized in various ways in the literature. Engagement in social activities and 
socialization with others is one operationalization of mental health. Researchers, in 
general, have shown that regular engagement in social activity and connectedness with 
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others is associated with greater health benefits and decreased likelihood of cognitive 
decline in older age (Bassuk, Glass, and Berkman, 1999; Béland, Zunzunegui, Alvarado, 
Otero, and del Ser, 2005; Cracchiolo et al., 2007; Dickinson, Potter, Hybels, McQuoid, 
and Steffens, 2011; Everard, Lach, Fisher, and Baum, 2000; Holahan and Holahan, 1987; 
James, Wilson, Barnes, and Bennett, 2011; Kawachi and Berkman, 2001; Leung, Orrell, 
and Orgeta, 2015; Yeh and Liu, 2003; Zunzunegui, Alvarado, Del Ser, and Otero, 2003). 
Decreases in social engagement has been shown to be associated with worse cognitive 
performance over time, which supports the notion that an enriched environment of being 
surrounded by others can strengthen cognition (Small, Dixon, McArdelle, and Grimm, 
2012).  
Mental health has also been operationalized as subjective well-being. Research in 
the area of chronic illness and palliative care has shown that higher levels of subjective 
well-being is associated with higher levels of general contentedness of life and more of a 
positive outlook, which does not necessarily slow down the progression of the chronic 
illness or mortality, but can ameliorate the impact of the pain and or dying process 
(Boyle, Buchman, Barnes, and Bennett, 2010; Krause, 2009; Reichstady, Sengupta, 
Depp, Palinkas, and Jeste, 2010; Wong, 2007). The absence of chronic sadness, or having 
more frequent feelings of happiness, is another definition of good mental health. Again, 
research continues to provide supporting evidence for greater feelings of happiness being 
linked to a myriad of positive health benefits and longevity (Crivelli, Della Bella, and 
Lucchini, 2016; Post, 2005; Røysamb, Tambs, Reichborn-Kjennerud, Neale, and Harris, 
2003). It is evident that good mental health later in life can benefit an individual in 
multiple ways; therefore, it would be important to continue to assess how to strengthen 
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the benefits of good mental health in order to increase its efficacy on preservation of 
cognitive functioning in late life.  
 
The Role of Physical Health 
Another aspect of health includes physical health. While physical health 
experiences natural decline during aging, researchers continues to consistently support a 
significant positive association between physical health and cognitive functioning 
(Atkinson et al., 2007; Barnes, Yaffe, Satariano, and Tager, 2003; Cotman and Berchtold, 
2002; Grigsby et al., 1998; Hultsch, Hammer, and Small, 1993; Hultsch, Hertzog, Small, 
and Dixon, 1999). Physical health is operationalized in various ways across research 
studies. Grigsby, Kaye, Baxter, Shatterly, and Hamman (1998) researched the importance 
of executive functioning ability in aging individuals on activities of daily living (ADLs), 
ADLs being a measure of physical health. They concluded that aging adults who had 
higher performance on measures of executive functioning also scored higher on measures 
of ADLs. Hultsch, Hertzog, Small, and Dixon (1999) also showed that active engagement 
in various forms of ADLs buffered against cognitive decline through consistent 
intellectual stimulation.  
Researchers have also used self-report measures of health and level of activity to 
assess the relationship between physical health and cognitive functioning. One study 
found that self-reports of health and activity level were predictive of measures of 
cognitive functioning in older adults, and particularly for processing speed ability 
(Hultsch, Hammer, and Small, 1993). The presence or absence of physical illness is 
another way physical health has been operationalized. Tilvis et al. (2004) sought out to 
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assess the predictive value of various physical health risk factors of cognitive decline. 
Their results showed that “general ill health” was significantly correlated with cognitive 
declines in individuals 75 years and older. Taken together, this evidence suggests that 
despite the way physical health is defined, there appears to be consistent research that 
supports a significant direct association with cognitive functioning in older adults. 
Physical health has also been operationalized as level of fitness, or engagement in 
physical activity. Engagement in leisure activities falls under a wide spectrum (e.g., low 
to high levels of physical activity). As is evident, operationalizing leisure activities is 
highly subjective, but studies continue to support that higher endorsed levels are 
associated with higher levels of cognitive preservation (Ferreira, Owen, Mohan, Corbett, 
and Ballard, 2015; Fritsch, McClendon, Smyth, Lerner, Friedland, and Larsen, 2007; 
Scatmeas and Stern, 2003). Physical health can also be defined by level of fitness in older 
adults such as cardiorespiratory fitness. Barnes, Yaffe, Satarino, and Tager (2003) 
assessed the predictive value of baseline health on cognitive functioning in older adults. 
They found that higher baseline cardiorespiratory fitness predicted maintenance of 
cognitive functioning. Other researchers have more specifically defined physical health in 
older adults as the efficiency of mobility. Atkinson et al. (2007) investigated the 
multifaceted relationships between cognitive functioning, gait speed, and other factors of 
mental health (e.g., depression). Their results showed support for cognitive decline being 
predictive of a decline in gait speed. This association was reduced by depression, which 
indicated a need to further understand the mechanisms and underlying relationships 
between physical health and cognitive functioning in older adults.    
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The Role of Life Purpose 
 The role of life purpose throughout the lifespan has gained more attention in the 
literature, including its effects on cognitive functioning in older adults (Lavretsky, 2010). 
Life purpose has been defined and measured in various ways. Spirituality, or belief in a 
higher power and structuring one’s life goals around service to, or promotion of, this 
higher power is one way “life purpose” has been defined (Daaleman and Frey, 2004). 
Life purpose has also been measured as an individual’s internalized belief that he or she 
has the ability and resources to effectively carry out the necessary steps to obtain certain 
goals (Bandura, 1993). The two aforementioned definitions of life purpose are similar. It 
is helpful to look at the later as having more of an intrinsic mechanism and the former as 
having more of an influence from a transcendent source. Negative perceptions about 
aging, and the notion that life purpose decreases as age increases, have been shown to 
have a significantly negative influence on cognitive functioning in older adults 
(Robertson, King-Killimanis, and Kenny, 2016). Researchers have also shown that 
increased life purpose in older adults is associated with maintenance of physical health 
and decrease in mental health concerns (Holahan and Holahan, 1987; Mendes de Leon, 
1996; Seeman, Unger, McAvy, and Mendes de Leon, 1999). More specific research on 
cognitive functioning in older adults has shown a significant direct association between 
life purpose and cognitive functioning as well (Seeman, McAvay, Merrill, Albert, and 
Rodin, 1996). In addition, researchers have shown that increased levels of life purpose 
may also slow down progression of cognitive decline in those developing AD (Coin et 
al., 2010; Kaufman, Anaki, Binns, and Freedman, 2007).  
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It is important to continue to add to this body of research in order to better 
understand the influence of life purpose. Some researchers have assessed the importance 
of a positive sense of self in aging and that this helps explain better functional health in 
older adults (Levy, Slade, and Kasi, 2002). Increased perceived self-efficacy and positive 
attitude about aging in general can influence how one interacts with his or her 
environment, which may also lower the risk of functional health decline. The 
mechanisms by which these relationships operate are likely numerous; therefore, it is 
important to further investigate how these factors relate to cognitive functioning, and 
overall aging.  
 
Other Factors to Consider 
 Research on cognitive functioning in older adults is vast and continuously 
growing. The general goal for researchers is to better understand the mechanisms 
underlying cognitive decline and cognitive preservation in order to better inform 
interventions that help make the aging process less burdensome. The variables 
aforementioned only contribute to a fraction of better understanding the mechanisms that 
may help explain, or support, preservation of cognitive functioning in older adults. Other 
important factors to consider when investigating cognitive functioning include level of 
education and age. Researchers have found maintenance of cognitive functioning in older 
adults can be predicted through age and having a higher level of education (Liévre, Alley, 
and Crimmins, 2008; Yaffe et al., 2009). Increasing age, within itself, decreases an 
individual’s likelihood to maintain baseline cognitive functioning later in life 
(Alzheimer’s Association, 2015). Early education promotes strengthening of cognitive 
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resources during a key developmental period, which contributes to lessening the 
influence of ARCD (Zahodne, Stern, and Manly, 2015).  A higher level of education has 
also been shown to contribute to increased cognitive reserve (León, García-García, and 
Roldán-Tapia, 2016; Stern, 2002; Stern, 2003; Stern, 2009; Tucker and Stern, 2011; 
Whalley, Deary, Appleton, and Starr, 2004). Cognitive reserve is related to resiliency. 
The theory of cognitive reserve originated from the observation that there was a 
discrepancy between brain pathology and cognitive performance in older adults (León, 
García-García, and Roldán-Tapia, 2016; Stern, 2002; Stern, 2003; Stern, 2009; Tucker 
and Stern, 2011; Whalley, Deary, Appleton, and Starr, 2004). There is on-going research 
on further understanding what factors contribute to cognitive reserve, how to best 
measure it, if it can be strengthened over time, and or if there is a pivotal time when it is 
established. Cognitive reserve is made up of various factors, such as, baseline 
intelligence, years of education, occupation, engagement in leisure activities (physically 
and intellectually stimulating), and social involvement (Ferreira, Owen, Mohan, Corbett, 
and Ballard, 2015; Scatmeas and Stern, 2003; Stern, Albert, Tang, and Tsai, 1942; León, 
García-García, and Roldán-Tapia, 2016; Richards and Sacker, 2010; Zahodne, Stern, and 
Manly, 2015). In other words, all of the variables of interest in this study are included 
under the umbrella of cognitive reserve.  
 
Understanding the Relationships and Current Study 
 The National Institute of Health (NIH) (2010) has recognized the increasing rates 
of dementia and ARCD in older adults as a serious issue that needs further research to 
investigate ways to help prevent or attenuate declines. Cognitive functioning is complex; 
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it encompasses attention, learning, memory, language, visuospatial skills, and executive 
functioning (Daviglus et al., 2010). The 2010 NIH report on AD and ARCD synthesized 
that researchers continues to show that: (1) poor health (e.g., high blood pressure, 
diabetes) has been linked to cognitive decline but more well-designed studies need to be 
conducted to assess other medical and health related factors; (2) there is limited and 
inconsistent research findings on the associations between higher levels of social and 
cognitive engagement (i.e., strengthening of mental health) in later life on cognitive 
decline; and (3) the benefits of physical fitness on cognition is still in the preliminary 
stages (Daviglus et al., 2010). The importance of continued investigation in this area of 
research is to “bridge the gap” between research and practice, and to add another 
dimension to the current research on these variables and cognition, life purpose. Small 
(2016) mentioned the importance of translating what it is known about cognitive 
functioning into clinical practice of detection and prevention. He emphasized the 
importance of educating the community about factors that can help to buffer against 
decline and ways to recognize early signs. The aims of this current study are: (i) to 
provide supporting evidence for research that has shown a significant relationship 
between mental and physical health and cognitive functioning, (ii) to provide preliminary 
evidence that shows a relationship between mental and physical health and life purpose, 
and (iii) to examine the relationship between life purpose and cognitive functioning. In 
terms of directionality, it is hypothesized that:  
1. Mental health and life purpose are directly correlated.  
2. Physical health and life purpose are directly correlated.  
3. Mental health and cognitive functioning are directly correlated.  
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4. Physical health and cognitive functioning are directly correlated.  
5. Life purpose and cognitive functioning are directly correlated.  
6. Less endorsement of mental health issues predicts average to high average 
cognitive functioning. 
7. Less endorsement of physical health issues predicts average to high average 
cognitive functioning. 
8. Higher levels of perceived life purpose predict average to high average cognitive 
functioning.  
9. Life purpose moderates the relationship between mental/physical health and 
cognitive functioning, such that better perceived mental/physical health had a 
much stronger effect on cognitive functioning when an individual had greater 
perceived life purpose.  
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CHAPTER TWO 
METHOD 
Participants 
Participants were 365 community-dwelling older adults who were recruited for a larger 
randomized, single blind, dual center, controlled study under the direction of the Loma 
Linda University Department of Nutrition. The larger study’s aim was to collect baseline 
data in order to assess what impact daily ingestion of walnuts, over a two year time period, 
would have on ARCD and macular degeneration in a healthy aging population. In brief, 
walnuts contain long n-3 fatty-acids (LC n-3 PUFA), which have been postulated to be 
integral during brain development and prevention, or slowing, of ARCD and age-related 
macular degeneration (AMD). The primary aim was to investigate factors that prevent or 
slow down ARCD and AMD in healthy aging adults (Sabaté and Rajaram, 2011). For the 
current study, baseline data from the Loma Linda University site was used. Participants 
were recruited via flyers and posters posted in geriatric clinics, site hospitals, local 
churches, and community centers. Exclusion criteria included:  
 Illiteracy or inability to understand the protocol or undergo neuropsychological 
tests. 
 Morbid obesity (BMI 40 kg/m2). 
 Uncontrolled diabetes (HbA1c >8%). 
 Uncontrolled hypertension (on-treatment blood pressure ≥150/100 mm Hg). 
 Prior cerebrovascular accident. 
 Any relevant psychiatric illness, including major depression. 
 Advanced cognitive deterioration, dementia. 
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 Other neurodegenerative diseases (i.e., Parkinson’s disease). 
 Any chronic illness expected to shorten survival (heart failure, chronic liver disease, 
kidney failure, blood disease, cancer). 
 Bereavement in the first year of loss. 
 Bad dentures unless fixable dental prostheses are used. 
 Allergy to walnuts. 
 Customary use of fish oil or flaxseed oil supplements. 
 Eye-related exclusion criteria. 
Participants were informed about the study protocol at an initial meeting in where informed 
consent was obtained, clinical history was taken, a physical examination was done, and the 
Mini Mental State Examination (MMSE) was administered to screen for potential cognitive 
impairment. Participants who had a MMSE score < 24 were referred to a physician and 
were not eligible for participation (Sabaté and Rajaram, 2011). At baseline, there were a 
total of 365 participants who met inclusion criteria, were recruited and completed all 
baseline measurements and testing.  
 
Materials 
Demographic Variables 
Participants completed a clinical history questionnaire at the outset of the study, 
which included age (M = 69, SD = 3.17), gender (67.1% female), ethnicity (77.2% 
White, 10.3% Hispanic, 6.9% Black, 4.2% Asian, 1.4% Other) and level of education in 
years (M = 15.96, SD = 2.50).  
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Mental Health 
The Mental Health Composite Score (MCS) subscale on the 12-Item Short Form 
Health Survey (Ware, Kosinski, and Keller, 1996; SF-12) was used to measure mental 
health. The SF-12 is an abbreviated version of the SF-36. Its main purpose is it to 
measure multiple health dimensions (Utah Department of Health, 2001, p. 3). It has been 
shown to be a reliable and valid measure of general health when assessing a large sample 
(American Thoracic Society, 2007). For this study, higher scores indicate better mental 
health. It has been reported that sample norms for older adults between ages 65 year – 
75+ years range from 55.0 – 56.5 (Utah Department of Health, 1996). Studies have 
shown that average scores on the SF-12 subscales change overtime with age and type of 
population being assessed (e.g., healthy versus sick individuals, young adults versus older 
adults). MCS scores have been shown to generally increase overtime (Ware, Kosinski, 
and Keller, 1996; Utah Department of Health, 2001). Therefore, it is important to obtain 
an overall mean for the sample under investigation in order to generate a meaningful 
interpretation. Gandek et al. (1998) reported the test-retest reliability of the MCS to be 
0.76 in a sample assessed in the United States. The majority of the sample for this study 
was within the average ranges on the MCS (M = 56.26, SD = 5.74).  
 
Physical Health 
The Physical Composite Scores (PCS) subscale on the 12-Item Short Form Health 
Survey (Ware, Kosinski, and Keller, 1996; SF-12) was used to measure physical health. 
Higher scores indicate better physical health. It has been reported that sample norms for 
older adults between ages 65 year – 75+ years range from 42.7 – 44.6 (Utah Department 
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of Health, 1996). PCS scores tend to decrease overtime (Ware, Kosinski, and Keller, 
1996; Utah Department of Health, 2001); therefore, it is important to obtain an overall 
mean for the sample under investigation in order to generate a meaningful interpretation. 
Gandek et al. (1998) reported the test-retest reliability of the PCS to be 0.89 in a sample 
assessed in the United States. The majority of the sample for this study was fell within 
above average ranges on the PCS (M = 50.37, SD = 8.04). 
 
Life Purpose 
The Life Scheme subscale on the 12-item Spiritual Index of Well Being 
(Daaleman, Cobb, and Frey, 2001; SIWB) was used to measure life purpose (see 
Appendix A) It is divided into two sub-scales: self-efficacy and life-scheme. A Likert 
scale ranging from one (“Strongly Agree”) to five (“Strongly Disagree”) is utilized on the 
SIWB. Higher overall scores indicate higher perceived life purpose. Daaleman, Frey, 
Wallance, and Studenski (2002) reported the 12-item SIWB to have a reliability of 0.80 
on Life Scheme subscale. For this sample, the minimum score for Life Purpose was 16, 
while the maximum score was 35 (M = 31.92, SD = 4.12).  
 
Memory 
The Rey Auditory Verbal Learning Test (RAVLT; Rey, 1941) was used to assess 
memory. In this measure, a list of 15 unrelated words are repeated five times (List A). 
Between each trial, the participant is asked to repeat as many words as he or she can 
recall. An additional list of 15 unrelated words are read after the multiple repetition of the 
original list, and the participant is asked to repeat as many words as he or she can recall 
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from this new list (List B). The participant is then asked to recall as many of the words 
from the original list as he or she can without repetition from the administrator. After a 
30-minute interval, the participant is asked to verbally repeat, and visually recognize, as 
many words as he or she can recall from the original list once more. Psychometrically, 
the RAVLT has been shown to have good validity and reliability with a Cronbach’s 
Alpha coefficient of 0.80 (de Sousa Magalhães, Fernandes Malloy-Diniz, and Cavalheiro 
Hamdan, 2012). The RAVLT has also been shown to be effective in early identification 
of AD in individuals with subjective memory complaints, and in differentiation between 
preclinical phase AD patients, MCI individuals, and normal aging individuals (Estévez-
González et al., 2003). In a healthy population between the ages of 24-81 years, 
performance on the RAVLT was shown to decrease with age, but females and 
participants with a higher education tended to perform better compared to males and 
participants with lower education, across all age ranges (Van der Elst, van Boxtel, van 
Breukelen, & Jolles, 2005). For the current study, the total scores for Trials 1-5 (M = 49, 
SD = 10.10) were converted to standard z-scores using the sample mean. The Delayed 
Recall scores (M = 9.87, SD = 3.35) were also converted to standard z-scores using the 
sample mean. The two standard z-scores were then added and averaged to obtain the final 
score used for memory (M = 0.00, SD = 1.43).  
 
Executive Functioning 
The Trails Making Test, Trail B (TMT B) and the Stroop Color Word Test 
(Stroop, 1935) were combined to measure executive functioning. The TMT is a widely 
used neuropsychological test of visual attention and task switching. TMT B is used as a 
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measure of executive functioning, as participants are required to organize information 
efficiently and rapidly in order to complete the task successfully (Tombaugh, 2004). 
Psychometrically, the TMT B has been shown to have good retest reliability for TMT B 
(0.86-0.94) (Wagner, Helmreich, Dahmen, Lieb, and Tadic, 2011). The TMT has also 
been shown to be negatively correlated with age and level of education (Tombaugh, 
2004). The Stroop Color Word Test is a well-known and heavily used 
neuropsychological test that measures cognitive interference (Scarpina and Tagini, 2017). 
The construct can also measure executive functioning, as it requires the examinee to read 
aloud the color a word is printed in, and inhibit themselves from reading the actual name 
of the color printed (e.g., if the word  “RED” is printed in the color blue, the examinee 
must say, “blue”).  The Stroop Color Word Test has been shown to have good test-retest 
reliability at 0.86 (Siegrist, 1997). For the current study, the scores in seconds for TMT B 
(M = 95.59, SD = 47.91) were converted to standard z-scores using the sample mean and 
negative/positive signs were reversed via multiplication by -1 to increase meaningful and 
standard interpretation. The Stroop Color Word scores, in number of correctly stated 
color names (M = 34.52, SD = 8.56), were also converted to standard z-scores using the 
sample mean. The two standard z-scores were then added and averaged to obtain the final 
score used for executive functioning (M = 0.00, SD = 1.25). 
 
Processing Speed 
The Symbol Digit Modalities Test (SDMT; Smith, 1968; Smith 1982) and the 
Trails Making Test, Trail A (TMT-A) were combined to measure cognitive processing 
speed. The SDMT was developed to assess for neurological impairment. It is also widely 
 20 
used to assess attention, visual scanning, and motor speed (Sheridan et al., 2006). The 
participants are instructed that they will have 90 seconds to pair specific numbers with 
given symbols (a key of which numbers match to any given symbol is listed at the top of 
the page). Sheridan et al. (2006) reported this single score measure to have a test/retest 
reliability and correlation with the Wechsler Digit Symbol Test, a similar measure, of .80 
in a normal sample. Benedict et al. (2012) also reported the SDMT to have a test/retest 
reliability of .80. The TMT is a widely used neuropsychological test of visual attention 
and task switching. TMT-A can measure processing speed as it requires the examinee to 
connect scattered numbers on a paper using a pencil, in consecutive order, as fast as 
possible. The TMT-A has been shown to have good test-retest reliability between 0.76-
0.82 (Wanger, Helmreich, Dahmen, Lieb, and Tadíc, 2011). For the current study, the 
scores in seconds for TMT-A (M = 34.09, SD = 11.77) were converted to standard z-
scores using the sample mean and negative/positive signs were reversed via 
multiplication by -1 to increase meaningful and standard interpretation. The SDMT 
scores, in number of correctly paired symbols to numbers (M = 47.97, SD = 9.08), were 
also converted to standard z-scores using the sample mean. The two standard z-scores 
were then added and averaged to obtain the final score used for processing speed (M = 
0.01, SD = 1.31). 
 
Statistical Analysis 
 SPSS 20.0 was used to perform all statistical analyses. The outcome variables, or 
dependent variables (DVs), were combined as described above, by converting each score 
in a standard z-score and taking the average of the two scores for each DV. Higher z-
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scores, more specifically z-scores equal to or greater than -0.5, indicate average to above 
average memory (see Figure 1).  
 
 
Figure 1. Example of standard z-score bell-curve (Neurofeedback Center of Rochester 
(2018).  
 
 
Hierarchical multiple linear regression (MLR) was used to analyze the hypothesized 
predictive value of the above specified IVs on the DVs. Outliers were checked for using 
the calculated D-Cooks, DFBETA and DFFITS values. If any participant exceeded the 
standard cut off score of 1.0 (psych.unl.edu, 2018), that participant was deleted for the 
given model. In addition, participants who did not complete baseline measures for any of 
the variables of interest were excluded from the study. Many participants did not 
complete the SF-12 questionnaire or SIWB. After checking for outliers and including 
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only participants that completed all baseline measure of interest in this study, there were 
a total of 220 participants who were included. After conducting a Power Analysis for this 
sample size, the analysis showed that there was very good statistical power (α = 0.80) to 
detect an anticipated effect size of 0.80 (Soper, 2018). Multicollinearity was also 
checked. Nonessential multicollinearity, or high correlations between main effects and 
interaction terms, can change the regression coefficients’ magnitude and sign, standard 
errors can become large, and interpretation of coefficients or significance tests can 
become less accurate (Morrell, 2013).  
Pearson’s r correlational analyses for each model were conducted to analyze the 
hypothesized correlations between variables. Three separate hierarchical MLR analyses 
were conducted to investigate the three cognitive domains (memory, executive 
functioning, and processing speed). Before analysis, each continuous IV was centered to 
increase meaningful interpretation of results. Centering predictor variables (𝑋𝑖– 𝑋
¯
) helped 
to remove nonessential multicollinearity and reduce correlations among predictors. 
(Morrell, 2013). It also helped to create a more meaningful interpretation. For each 
model, age and years of education were entered in step one of the hierarchical MLR to 
control for the effects of these covariates. Mental health, physical health, and life purpose 
were entered in the second step to test for main effects. All moderating relationships 
(Mental health x Life purpose, Mental health x Physical health, and Life purpose x 
Physical health) were entered in step three. The first hierarchical MLR model tested the 
following equation: 
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Memory = B0 + B1(Mental health) + B2(Physical health) + B3(Life purpose) + 
B4(Mental health x Life purpose) + B5(Mental health x Physical health) + B6(Life 
purpose x Physical health). 
The second MLR model tested the following equation:  
Executive functioning = B0 + B1(Mental health) + B2(Physical health) + B3(Life 
purpose) + B4(Mental health x Life purpose) + B5(Mental health x Physical 
health) + B6(Life purpose x Physical health). 
The third MLR model tested the following equation:  
Processing speed = B0 + B1(Mental health) + B2(Physical health) + B3(Life 
purpose) + B4(Mental health x Life purpose) + B5(Mental health x Physical 
health) + B6(Life purpose x Physical health). 
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CHAPTER THREE 
RESULTS 
For this study, the participants’ ages ranged between 62–80 years of age (M = 69, 
SD = 3.17). Participants were majority female (67.1% female) and identified as White 
(77.2% White, 10.3% Hispanic, 6.9% Black, 4.2% Asian, 1.4% Other). This sample’s 
level of education ranged between 8–20 years (M = 15.96, SD = 2.50). The IVs for this 
study included, mental health (M = 56.26, SD = 5.74), physical health (M = 50.37, SD = 
8.04), and life purpose (M = 31.92, SD = 4.11).  The DVs for this study, measured in z-
scores, included, memory (M = 0.00, SD = 1.43), executive functioning (M = 0.00, SD = 
1.25), and processing speed (M = 0.01, SD = 1.31).  
 Pearson’s r correlation analyses were conducted to test the first five hypotheses. 
Hypothesis one, mental health and life purpose are directly correlated, was not supported 
(p > .05). Hypothesis two, physical health and life purpose, was supported (r = 0.188, p < 
.01), meaning that for every one-point increase in perceived life purpose, there is a 0.188 
increase in perceived physical health. Hypothesis three, mental health and cognitive 
functioning are directly correlated, was not supported (p > .05). Hypothesis four, physical 
health and cognitive functioning are directly correlated, was not supported (p > .05). 
Hypothesis five, life purpose and cognitive functioning are directly correlated was not 
supported (p > .05). See Table 1 for a summary of results.  
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Table 1. Correlations among mental health, physical health, and cognitive domains. 
  
1 
 
2 
 
3 
 
4 
 
5 
 
6 
 
M 
 
SD 
         
     1.Memorya - .305** .281** -.019 .089 -.015 000 1.427 
     2. Executive functioningb - - .575** .021 .100 .082   .003 1.249 
     3. Processing speedc - - - .115 .021 .076   .006 1.306 
     4. Mental healthd 
     5. Physical healthe 
     6. Life purpose f 
- 
- 
- 
- 
- 
- 
- 
- 
- 
- 
- 
- 
-.149* 
- 
- 
-.040 
.188** 
- 
56.26 
50.37 
31.92 
5.742 
8.043 
4.106 
 
 N = 220. *p < .05. **p < .01. 
aMemory measured using the combined scores from the sum of trials 1-5 on the RAVLT 
and RAVLT Delayed Recall. Z-score transformation was used to standardize the combined 
score.  
bExecutive functioning measured using the combined scores from the TMT Trail B and 
Digit Span on the WAIS-III. Z-score transformation was used to standardize the combined 
score. cProcessing speed measured using the combined scores from the SDMT and sum of 
the F, A, and S trials of the COWAT. Z-score transformation was used to standardize the 
combined score. 
dMental health measured using the MCS subscale on the SF-12. For this study, higher 
scores indicate less endorsed mental health concerns.  
ePhysical health measured using the PCS subscale on the SF-12. For this study, higher 
scores indicate less endorsed physical health concerns.  
fLife purpose measured using the Life-scheme subscale on the Subjective Index of Well-
being questionnaire. For this study, higher scores indicate higher perceived life purpose.  
 
 
 Hierarchical MLR was used to assess hypotheses six, seven, eight, and nine: the 
hypothesized main effects and moderating relationships between mental health, physical 
health, and life purpose on the three domains of cognition (memory, executive 
functioning, and processing speed). Hypothesis six, less endorsement of mental health 
issues predicts average to high average cognitive functioning, was not supported for the 
memory, executive functioning, or processing speed models (p > .05). Hypothesis seven, 
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less endorsement of physical health issues predicts average to high average cognitive 
functioning, was not supported for the memory, executive functioning, or processing 
speed models (p > .05). Hypothesis eight, higher levels of perceived life purpose predict 
average to high average cognitive functioning, was not supported for the memory, 
executive functioning, or processing speed models (p > .05). Hypothesis nine, life 
purpose moderates the relationship between mental/physical health and cognitive 
functioning, such that better perceived mental/physical health had a much stronger effect 
on cognitive functioning when an individual had greater perceived life purpose, was 
partially supported for the processing speed model. There was a significant interaction 
effect between mental health and life purpose on processing speed (B = -0.011, t = -
3.069, p < .05, 95% CI [-0.018, -0.004]).  The optimal linear combination of mental 
health and life purpose uniquely accounted for 3.7% of the total variance in processing 
speed performance (sr2 = 0.037). Processing speed performance was different at different 
levels of mental health issue endorsement and perceived life purpose endorsement. In 
other words, higher levels of perceived life purpose explained the relationship between 
endorsement of more mental health issues and better performance on measures of 
processing speed (see Figure 2).  
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Figure 2. Graphical representation of moderation effect between mental health and 
life purpose on processing speed.  
 
 
Hypothesis nine was not supported for the memory or executive functioning models (p > 
.05). See Table 2 for a summary of all final regression models. 
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Table 2. Summary of final regression models for variables predicting cognitive functioning. 
      
95% Confidence 
Interval for B 
Model B SE B β sr2 pr2 
Lower 
Bound 
Upper 
Bound 
 
Memorya    
  
  
     Mental health (MH) -.011 .017 -.044 .002 .002 -.045 .023 
     Physical health (PH) .014 .012 .079 .006 .005 -.011 .038 
     Life purpose (LP) -.018 .022 -.056 .003 .003 -.062 .026 
     MH x PH      -.001 .002 -.046 .002 .002 -.004 .002 
     MH x LP .005 .004 .075 .005 .005 -.004 .013 
     PH x LP -.001 .002 -.049 .002 .002 -.006 .003 
     R2adjusted .036       
     F  2.036* 
 
  
  
  
 
Executive functioningb    
  
  
     Mental health (MH) .004 .015 .018 ..000 .000 -,026 .033 
     Physical health (PH) .016 .011 .100 .009 .010 -.006 .037 
     Life purpose (LP) .008 .020 .029 .001 .001 -.030 .047 
     MH x PH  -.003 .001 -.130 .015 .017 -.005 .000 
     MH x LP -.005 .004 -.085 .006 .007 -.012 .003 
     PH x LP      -.001 .002 -.035 .001 .001 -.005 .003 
     R2adjusted .084       
     F  3.512** 
 
  
  
  
 
Processing speedc    
  
  
     
 Mental health (MH) 
 
.027 
 
.015 
 
.122 
 
.014 
 
.016 
 
-.002 
 
.056 
     Physical health (PH) .002 .010 .013 .000 .000 -.019 .023 
     Life purpose (LP) .008 .019 .026 .000 .001 -.030 .045 
     MH x PH  -.001 .001 -.035 .001 .001 -.003 .002 
     MH x LP -.011** .004 -.205 .037 .043 -.018 -.004 
     PH x LP -.003 .002 -.107 .010 .012 -.007 .001 
     R2adjusted .133       
     F  5.202*** 
 
  
  
  
Note. Unstandardized B values represent directionality of relationship. 
aMemory measured using the combined scores from the sum of trials 1-5 on the RAVLT and RAVLT 
Delayed Recall. Z-score transformation was used to standardize the combined score.  
bExecutive functioning measured using the combined scores from the TMT Trail B and Digit Span on the 
WAIS-III. Z-score transformation was used to standardize the combined score. cProcessing speed measured 
using the combined scores from the SDMT and sum of the F, A, and S trials of the COWAT. Z-score 
transformation was used to standardize the combined score. 
*p < .05, ** p < .01; memory model (n = 205), executive functioning model (n = 207), processing speed 
model (n = 207).  
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CHAPTER FOUR 
DISCUSSION 
Results of this study showed partial support for the outlined aims and hypotheses. 
Hypothesis two, physical health and life purpose are directly correlated, was supported in 
this study. There have been recent studies that have investigated the influence that an 
increased sense of life purpose can have on physical health in older adults. These 
researchers have highlighted the importance of assessing how psychological strengths can 
act as possible aids in maintaining good physical health in late life, as opposed to 
continuing to focus on how psychological distress and psychiatric disorders negatively 
influence physical health in late life. These studies have shown that a higher sense of life 
purpose has a relationship with improved physical functioning for older adults (Kim, 
Kawachi, Chen, and Kubzansky, 2017; Ryff, 2017). These researchers have mentioned 
that there may be other underlying mediating factors, such as the possibility that older 
adults who have a greater sense of life purpose may have more motivation to be social, 
engage in activities, and be health conscious. Still, these relationships need to be further 
explored.  
The hypothesis that life purpose moderates the relationship between 
mental/physical health and cognitive functioning was partially supported. The moderating 
effect of life purpose was only significant for the relationship between mental health and 
cognitive processing speed, specifically. As stated prior, McKnight and Kashdan (2009) 
endorsed the notion that life purpose is a cognitive process within itself that essentially 
helps to exercise an individual’s mental toughness, ability to plan ahead, and ability to 
goal set. It can be argued that regularly engaging in cognitive processes that involve 
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higher perceived life purpose can help maintain cognitive processing speed. This theory 
would need to be further explored, but may help explain the significant relationship found 
in this study. Boyle, Buchman, Barnes, and Bennett (2010) conducted a study to 
investigate the role of life purpose on reduced risk for AD. In their longitudinal study, 
they found that having a greater sense of life purpose was associated with a lower 
incidence of developing AD in comparison to those individuals who developed AD, or 
signs/symptoms of AD and did not have a sense of life purpose. While this association 
does not necessarily indicate that life purpose will prevent the development of AD or 
cognitive decline in general, it does exemplify a relationship between these two 
constructs that should not be ignored. This study, conducted by 
Boyle, Buchman, Barnes, and Bennett (2010), is one of the first of its kind to look at how 
life purpose, a construct that is not biological, physiological, medical, or tangible, can 
significantly influence something that is (i.e., cognitive decline in later life). 
While all of the final models for memory performance, executive functioning 
performance, and processing speed performance were significant, only about 3%, 8%, 
and 13% of the variance was explained for each model. This suggests that the variables of 
interest in this current study add a small percentage of meaningful predictive value to 
what help preserve cognitive functioning in older age, but more research needs to be done 
to investigate what other variables may contribute to preservation of cognitive 
functioning in older adults. Results did show that life purpose was a significant moderator 
for the relationship between mental health and life purpose for the processing speed 
model, as explained above.   
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Non-Significant Relationships 
As shown above, many of the hypothesized relationships were not supported. For 
the majority, the literature does support the idea that better mental health and better 
physical health are associated with less cognitive decline and better cognitive 
performance (Baumgart et al., 2015; Buchman, Boyle, Yu, Shah, Wilson, and Bennett, 
2012; Cracchiolo et al., 2007; Lautenschlager et al., 2008; Lee, 2000). It is important to 
look at how mental health, physical health, and cognitive decline/performance are 
defined in the literature assessing the relationships between these variables, as it can 
change the interpretations and, therefore, the conceptualization of these relationships. In 
terms of research in the area of mental health and cognitive functioning, there appears to 
be more evidence that supports anxiety as more of a predictive factor for development of 
cognitive impairment (Beaudreau and O’Hara, 2009; Mantella, 2007). In this study, 
anxiety was not specifically measured. The DV, mental health, may have provided more 
meaningful information if an anxiety measure was added.  
Seeman, Lusignolo, Albert, and Berkman (2001) showed that, in their 
longitudinal study, a high baseline of social support predicted better cognitive functioning 
at the follow-up assessment. In this current study, social engagement was a small 
component in how mental health was measured, but it was not particularly highlighted; 
therefore, the specific influence of social engagement on cognitive performance could not 
be teased apart. It could be that social support is a more meaningful variable to assess 
when investigating how to preserve cognitive functioning in older adults.  
For this study, how mental health and physical health were operationalized could 
have been improved by utilizing more specific measures. For example, measures of 
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depression, anxiety, health-related anxiety, quality of life, ADLs, physiological 
measurements that meet criteria for good health in older adults (e.g., cardiovascular 
fitness, low blood pressure, healthy body mass index). Using the SF-12 may not have 
been sensitive enough to detect meaningful significant relationships between health and 
cognitive performance in the sample used. To reiterate, because this sample was healthier 
than the general older adults population, more sensitive measures would have helped to 
detect smaller but more valuable information.  
Life purpose also may not have been measured in the best way possible for this 
study. This study was somewhat exploratory in terms of investigating how the construct 
of life purpose fits into the relationship between health and cognitive functioning in older 
adults. It could be hypothesized that life purpose influences other constructs that fall 
underneath the “mental health umbrella,” such as happiness, general quality of life, or 
self-worth for example. Or, life purpose could be influencing other constructs, such as, 
level of motivation, self-efficacy, and resiliency. In this study, a higher sense of life 
purpose did explain better performance on processing speed when participants endorsed 
more mental health issues, which means that the construct of life purpose could be a 
meaningful variable to continue to assess in terms of how else it effects aging and 
possible cognitive functioning.  
 
Limitations 
 Establishing causal relationships was not possible in this study for multiple 
reasons. Methodologically, cross-sectional data does not establish a pre-determined time 
sequence of events, which would need to occur to confidently establish that x causes y 
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(Deary, Johnson, and Starr, 2010). Also, given the literature on mental health, psychical 
health, life purpose, and cognitive functioning, including this current study, it cannot be 
said that one construct causes the other, as these constricts are constantly changing for 
individuals over time, across the lifespan; therefore, at any point in time, one construct 
could be “causing” the other, but the reverse may be true given a different point in time. 
This current study also intentionally assessed healthy older adults, which is meaningful, 
but it also does not provide the opportunity to assess how these same relationships would 
occur in older adults who may have had clinically significant mental health pathology, 
poor physical health, and or below average cognitive functioning.  Due to moderate 
sample size of this study, there was a higher likelihood to detect significant effects, and 
while there were more non-significant relationships, any significant relationship should 
be interpreted with caution. Lastly, there may be a more comprehensive and meaningful 
way to measure mental health, physical health, and life purpose. The investigator was 
limited in using the measures that were used in the larger study where these variables 
were collected.  
 
Future Directions and Implications 
 While many of the results were shown to be non-significant, there is still 
important information that can be gleaned from this study. Life purpose is a variable that 
impacts cognitive functioning in older adults in some facet. While it is yet to be clear 
how life purpose impacts cognitive functioning, it appears that the influence is positive, 
which would mean there are meaningful possible clinical implications. For example, 
therapy centered on development of life purpose could be a clinical intervention within 
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itself. This type of therapy would center on increasing self-efficacy, problem solving 
ability, motivation, and short-term and long-term goal setting. It would be a strengths-
based approach to help increase life purpose and maintain mood stability. Future research 
could assess the utility of this type of intervention for quality of life and cognitive 
functioning in older adulthood by conducting a longitudinal controlled study. Clinical 
providers who already have a part of an older adult’s care (e.g., physicians, nurses) could 
also start to implement increasing the factors aforementioned that help to increase a sense 
of life purpose.  
Life purpose, as it relates to aging and cognitive performance in older adults, is 
still not a heavily researched area. There is some promising research and theories that 
suggest that an increased sense of having meaning later in life, and continuing to strive 
towards goals, has the potential to increase overall quality of life and therefore the aging 
process. The hope in this study was to show that an increased sense of life purpose could 
also be directly and or indirectly related to actual measures of cognitive functioning in 
older adults. As the results showed, there was some support for an indirect relationship. 
An increased sense of life purpose appeared to help those participants who endorsed 
more mental health issues perform somewhat better on measures of processing speed.  
Because of the cross-sectional design of this study, the possible long-term effects 
of having fairly healthy mental/physical health and higher levels of life purpose at 
baseline on cognitive functioning could not be assessed. It could be hypothesized for 
future studies that older adults with healthy levels of mental health, physical health, and 
higher life purpose maintain their baseline cognitive performance scores, or even 
improve.  
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 It is also important to consider the bidirectional relationships between the DVs 
within this study. In other words, without a more controlled longitudinal study design, it 
is difficult to ascertain which variable is influencing the other. Because of the cross-
sectional design of this study, it is likely that mental health, physical health, and life 
purpose influence each other. It would be expected that better physical health influences 
better mental health, which would then influence better cognitive functioning, but based 
on the literature and this study the relationships between these constructs are more 
dynamic. How life purpose fits into this equation needs further investigation. It could be 
hypothesized that having better mental health gives an individual enough motivation and 
energy to continue to set goals in life and therefore feel a sense of life purpose, which 
may influence cognitive functioning in that the mind is continuing to be cognitively 
stimulated through goal setting, planning, problem solving, and new learning. As 
explained prior, mental health can be defined in a variety of ways and can encompass 
multiple constructs within it. While this study ensured that the variable of life purpose 
was distinctly different from how mental health was measured, and results did show that 
life purpose did explain the relationship between high mental health concerns and 
cognitive processing speed, more research and controlled studies need to be conducted to 
better understand this relationship.   
 
Conclusion 
The aims of this current study were to: (i) to provide supporting evidence for 
research that has shown a significant relationship between mental and physical health and 
cognitive functioning, (ii) to provide preliminary evidence that shows a relationship 
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between mental and physical health and life purpose, and (iii) to examine the relationship 
between life purpose and cognitive functioning.  These aims were partially reached in 
that life purpose does appear to add a valuable contribution to how we understand aging 
and cognition in late life.  The natural decline of mental health and physical health in 
older adults has been shown to impact cognition and decrease overall perceived quality of 
life, which can then lead to multiple other issues that may indirectly impact overall 
functioning in late life (Røysamb, Tambs, Reichborn-Kjennerud, Neale, and Harris, 
2003; Strine, Chapman, Balluz, Moriart, Mokdad, 2008). As stated in the outset of this 
study, the overarching goal is to increase knowledge of what it means to age well, and if 
promotion of life purpose can add a positive influence on these relationships, it would be 
important to then investigate how this can be applied for the older adult population.  
 Life purpose can be operationalized in a variety of ways, apart from how it was 
defined this study. Emmons (2003) described how creating life meaning/purpose is 
distinctly human characteristic, and highlighted the importance of understanding this 
construct better in order to promote this throughout the lifespan in hopes of increasing 
quality of life and aging well. Emmons stated that while the goal in life for many is to “be 
happy,” researchers have shown that happiness is a by-product of engagement in 
“worthwhile projects and activities” (p. 106) that help to create life purpose.  
The aging process has historically been associated with a decline in overall 
functioning, disease, and mortality. With advancements in medicine, people have been 
living longer due to curing or controlling of disease for example. Unfortunately, living 
longer chronological lives may include cognitive decline and a potential higher risk of 
developing low perceived quality of life, as continued living in older age does not always 
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equate to living healthy or well. It is important to continue to assess what factors can help 
to preserve cognitive functioning in older age. Researchers have shown that having 
continued life purpose can create a domino effect of positive health and quality of life 
outcomes in late life. This study also supported the potential that having a greater sense 
of life purpose in late life can have on cognitive functioning and potentially overall 
quality of life. 
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